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Abstract 
Background 
Individuals with low socioeconomic status (SES) are generally less well reached through 
lifestyle interventions than individuals with higher SES. The aim of this study was to identify 
opportunities for adapting lifestyle interventions in such a way that they are more appealing 
for individuals with low SES. To this end, the study provides insight into perspectives of 
groups with different socioeconomic positions regarding their current eating and physical 
activity behaviour; triggers for lifestyle change; and ways to support lifestyle change. 
Methods 
Data were gathered in semi-structured focus group interviews among low SES (four groups) 
and high SES (five groups) adults. The group size varied between four and nine participants. 
The main themes discussed were perceptions and experiences of healthy eating, physical 
activity and lifestyle advice. Interviews were transcribed verbatim and a thematic approach 
was used to analyse the data. 
Results 
In general, three key topics were identified, namely: current lifestyle is logical for 
participants given their personal situation; lifestyle change is prompted by feedback from 
their body; and support for lifestyle change should include individually tailored advice and 
could profit from involving others. The perceptions of the low SES participants were 
generally comparable to the perceptions shared by the high SES participants. Some 
perceptions were, however, especially shared in the low SES groups. Low SES participants 
indicated that their current eating behaviour was sometimes affected by cost concerns. They 
seemed to be especially motivated to change their lifestyle when they experienced health 
complaints, but were rather hesitant to change their lifestyle for preventive purposes. 
Regarding support for lifestyle change, low SES participants preferred to receive advice in a 
group rather than on their own. For physical activities, groups should preferably consist of 
persons of the same age, gender or physical condition. 
Conclusions 
To motivate individuals with low SES to change their lifestyle, it may be useful to (visually) 
raise their awareness of their current weight or health status. Lifestyle interventions targeting 
individuals with low SES should take possible cost concerns into account and should harness 
the supportive effect of (peer) groups. 
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Background 
Persons with low socioeconomic status (SES) are more likely to have poorer health and a 
shorter life expectancy than persons with higher SES [1]. These differences can partly be 
explained by a less favourable lifestyle [2]. In general, persons with low SES are less likely to 
eat healthily [3,4] and are less likely to be physically active during leisure time [5-7]. This 
makes the low SES group an important target group for lifestyle interventions, given that 
these interventions are found to be an effective way to improve lifestyle and consequently 
reduce the risk of chronic diseases [8-11]. 
Although the effects of such lifestyle interventions are promising, individuals with low SES 
are less likely to perceive the need for lifestyle advice [12] and participate less often in these 
lifestyle interventions than individuals with high SES [13,14]. Moreover, individuals with 
low SES who initially participate in these interventions might be more likely to drop out than 
individuals with high SES [11,15]. Apparently, different approaches are necessary to 
successfully reach individuals with low SES for lifestyle interventions. For this reason, the 
focus of this study is on identifying possibilities for making an intervention potentially more 
applicable to individuals with low SES. 
Tailoring a lifestyle intervention to the targeted individuals’ needs is a promising strategy for 
developing effective lifestyle interventions [16]. Tailoring can be effected in various ways, 
such as by mentioning the name of the targeted individual in a message or by including 
personal feedback on an individual’s behaviour [17]. However, to improve the effectiveness 
of lifestyle interventions, it is important not only to tailor the message, but also to choose the 
appropriate source, setting and channel for the health communication [18,19]. A meta-
analysis of interventions that promoted physical activity showed that the mode of delivery is 
important when socioeconomically disadvantaged women are being targeted. Interventions 
that included a group element in their intervention achieved better results than interventions 
with individual or community-based delivery [20]. 
A tailored intervention should suit the targeted individuals’ needs, and it should be realised 
that these needs may differ from those standardly perceived by health professionals. Several 
researchers have argued that future health promotion activities should pay more attention to 
the perceptions of the target group, instead of following the standard principles of health 
promotion and science-based understandings of a healthy lifestyle [21,22]. Consumers’ 
definition of a healthy diet, for example, appears to be broader than the scientific definition 
that focuses on food composition and health outcomes [23]. 
Likewise, it should be realised that there is a friction between the health-oriented view of 
researchers and health promoters and the complexity of participants’ everyday life [24]. The 
perceived difficulty of fitting intervention activities into participants’ personal life can be an 
important barrier to engaging in health promoting programmes [25]. In addition, an 
accumulation of personal problems can hinder participants from engaging in lifestyle change 
[26]. Therefore, more attention should be paid to the complexity of participants’ everyday life 
[24]. To make lifestyle interventions better suited to participants’ day-to-day practices, it is 
important to get insight into the target group’s perceptions regarding a healthy lifestyle and 
lifestyle advice. 
People’s perceptions are to some extent related to socioeconomic position. One study showed 
socioeconomic differences in the perceived relevance of various food topics and the need for 
information on these topics [27]. It observed, for example, that high SES participants were 
more interested in receiving information about food composition than low SES participants. 
In line with this, another study showed different barriers to physical activity among 
individuals with different socioeconomic status [28]. It suggested, for example, that, 
especially among low SES groups, health-promoting activities should take account of 
neighbourhood safety and negative early life experiences with physical activity. This 
indicates that different barriers or interests need to be taken into account when lifestyle 
interventions targeting individuals with either high or low SES are being created or adapted. 
The aim of the current study was to identify opportunities for adapting lifestyle interventions 
in such a way as to make them more appealing and accessible to individuals with low 
socioeconomic status. To this end, the study provided insights into people’s perspectives 
regarding healthy eating, physical activity and lifestyle advice, with special attention on the 
following questions: 
1. How do low SES participants explain their own eating behaviour and physical activity 
pattern? 
2. What can trigger low SES participants to change their lifestyle? 
3. How do low SES participants believe that they can be supported in lifestyle change? 
This study addressed perspectives among groups with different socioeconomic positions in 
order to understand what perspectives exist in general and what perspectives may exist in 
particular among individuals with low SES that should be taken into account in developing a 
lifestyle intervention. 
Methods 
Study design 
Nine focus group interviews were conducted in two Dutch provinces, namely, Gelderland and 
Limburg. In each province, the interviews were carried out among two low SES groups and 
two or three high SES groups (men and women separately). The reason for separating the 
focus groups by gender was to create more homogeneous groups, since the flow of an 
interview was expected to be smoother in more homogenous groups compared to mixed 
groups [29]. The study was not, however, intended to examine differences between genders. 
Beforehand, it was expected that four groups per socioeconomic group would be enough to 
reach saturation [30]. As a result of convenience sampling, an additional ninth group 
volunteered to participate in the study. The number of participants per group varied between 
four and nine, with a total of 56 participants. All participants were born in the Netherlands. 
The average age of the participants was 57.1 ± 9.0 years (range = 39–75 years). The 
participants’ characteristics are presented in Table 1. The study was approved by the medical 
ethics committee of Maastricht University. All participants gave written informed consent 
and received a gift voucher of 10 euros for participating in the focus group interviews. 
  
Table 1 Characteristics of focus group interview participants (mean ± sd or n (%)) 
 Participants in low SES groups (n = 26) Participants in high SES groups (n = 30) 
Age (years) 60.3 ± 7.7 54.4 ± 9.2 
BMI (kg/m2) 27.8 ± 3.8 24.7 ± 3.6 
Education level*:   
      Low 16 (61.5) 0 (0.0) 
      Middle 9 (34.6) 2 (6.7) 
      High 1 (3.8) 28 (93.3) 
Employment status:   
      Paid job/own company 9 (34.6) 26 (86.7) 
      Househusband/housewife 5 (19.2) 1 (3.3) 
      Retired 9 (34.6) 3 (10.0) 
      Disabled 3 (11.5) 0 (0.0) 
Marital status:   
      Married 17 (65.4) 22 (73.3) 
      Unmarried 3 (11.5) 7 (23.3) 
      Divorced 2 (7.7) 1 (3.3) 
      Widow (er) 4 (15.4) 0 (0.0) 
Household situation:   
      Alone 7 (26.9) 6 (20.0) 
      Together with partner 16 (61.5) 13 (43.3) 
      Together with partner and child (ren) 3 (11.5) 11 (36.7) 
* Participants who had no education, or had primary school or lower secondary education were classified as low education 
level. High education level was defined as having completed at least a bachelor’s degree. 
Procedure 
The focus group interviews were held with pre-existing groups, specifically groups of 
persons who already met regularly (for example in a community centre or at an association). 
Individuals were asked in person to participate in a focus group interview by the researchers 
or via a member or contact person of the group. In order to reach groups with low SES, 
persons in community centres or associations in more deprived areas were approached. 
Higher socioeconomic groups were recruited by contacting members of associations in which 
normally persons with a higher socioeconomic position are involved (e.g. university setting 
or rotary club). The time and location of the interviews were determined by the participants 
themselves, and were often the time and location at which the group regularly met. Several 
days before the interview, participants received written information about the procedure. The 
interviews lasted approximately 1.5 to 2.5 hours. Following the interview, a short 
questionnaire was used to determine age, country of birth, marital status, household situation, 
employment status, highest completed education, height and weight. Two researchers (AJB 
and DT) were in charge of recruitment. The researcher who recruited the participants also 
moderated the focus group interview, and the other researcher observed. The interviews were 
conducted between May 2011 and November 2011. 
Interview guide 
This study addressed different perspectives and experiences about healthy eating, physical 
activity and lifestyle advice. A semi-structured interview guide was developed around these 
topics based on literature relating to qualitative studies and theory on behaviour change [31]. 
The interview guide contained open-ended questions about participants’ daily eating practice; 
experiences and perceptions regarding barriers, enablers and social influences for healthy 
eating and physical activity; and earlier experiences and future needs relating to lifestyle 
advice (see Additional file 1). 
Data analysis 
The interviews were audiotaped and transcribed verbatim. All transcripts were individually 
read by two researchers (AJB and DT) and frequently emerging themes were identified. 
These themes were discussed to create one coding scheme. Data were coded with NVivo 9 
(QSR international Pty Ltd, Doncaster, Victoria, Australia). One transcript was coded by both 
researchers independently and discussed together afterwards. Only a few discrepancies were 
observed, which were discussed by the two researchers to reach consensus about the coding 
process. Because of these discrepancies, the researchers chose to slightly adapt the coding 
scheme by combining themes and renaming themes, to make it more suitable for the coding 
of the transcripts. The remaining transcripts were finally coded by the first author of this 
article. Thereafter, the researcher (AJB) went through the themes to identify key topics 
relating to healthy eating, physical activity and lifestyle advice in order to find out what is 
important for participants in current lifestyle, lifestyle change and support for lifestyle 
change. Within the topics, special attention was paid to the perceptions of low SES 
participants compared to those of high SES participants, to see whether some arguments 
might have been exclusively mentioned by individuals with either low or high SES. Quotes 
illustrative of the identified topics were selected. 
Results 
Three key topics relating to eating behaviour, physical activity and lifestyle advice were 
identified, namely: current lifestyle is logical for participants given their personal situation; 
lifestyle change is prompted by feedback from their body; and support for lifestyle change 
should include individually tailored advice and should take into account the advantages of 
making lifestyle changes together with others. The perceptions of the low SES participants 
were in general comparable to the perceptions shared by the high SES participants. Some 
perceptions were, however, especially shared in the low SES groups. The perceptions 
regarding the three key topics are summarised in Figure 1 and described in more detail below. 
Figure 1 Overview study results and identified opportunities for lifestyle interventions 
targeting individuals with low SES. 
Current lifestyle is logical for participants given their personal situation 
Frequently, participants indicated that their current lifestyle – healthy or not – worked for 
them. Physical activity and eating behaviour were explained in both SES groups as logical 
with regard to their: available time and energy, habits, social influences and physical 
condition. Especially in the case of some low SES participants, eating behaviour was in 
addition explained by financial considerations. Some participants stated that they simply did 
not have the motivation to eat more healthily or to be more physically active. 
Time and energy 
For those participants motivated to live healthily, having enough time and energy was an 
important requirement for having a healthy diet. Participants indicated that preparing a 
healthy meal could take more time and effort. 
“I think it is a disadvantage, or maybe not really a disadvantage, but that it 
[eating healthily] takes more time sometimes. Or you have to prepare it 
properly, that you peel the potatoes earlier, or something like that.” (Low SES 
woman, 49 years old). 
Participants also indicated that a lack of time or a lack of energy after a long day’s work 
could make it sometimes difficult to be physically active. Participants perceived that they had 
to divide their time and energy. Physical activities, for example, had to compete with other 
activities. 
“I should do it [exercise] more often, but sometimes the motivation is lacking, 
and the time. At home the laundry is waiting for me. And then you have to 
make choices: Will I do the laundry or am I going to exercise? Do I choose to 
take care of my mother, or am I going to do other things? Choices.” (Low SES 
woman, 44 years old). 
Participants also mentioned that, if they planned their eating behaviour and physical 
activities, it became easier to do it. 
“What I did notice, what does help – not that I always do it, but I do have 
those periods that I do – is when you plan it. You make up some recipes for a 
few days and you do the groceries for that.” (High SES woman, 48 years old). 
“If you, for example, like me, go for a walk with a friend on Tuesday evening, 
and she knows that, you know, I will be there on Tuesday evening at seven 
o’clock.” (High SES woman, 60 years old). 
Habits 
Some participants indicated that it was easy for them to live healthily because that was how 
they grew up or it was what they were used to doing. 
“I was raised to eat quite healthily. But if you are not used to that, I think it 
can be difficult.” (Low SES man, 69 years old). 
However, other participants indicated that it was difficult for them to live healthily because 
they were used to the unhealthy behaviour. Likewise, some participants indicated that healthy 
behaviours should become habitual, but that, at the moment, these healthy behaviours were 
rather an exception than a rule for them. 
“My husband and I often say it; we go walking before we go to bed or around 
half past nine in the evening. But it should become a habit. It is now rather an 
exception.” (Low SES woman, 61 years old). 
Financial cost 
Low SES groups in particular discussed the influence of cost on their shopping and eating 
behaviour. They mentioned that they did their grocery shopping at cheap supermarkets and 
indicated that special offers influenced their food choice. They furthermore considered higher 
financial cost as a disadvantage of eating healthily. 
“As I understand from you, money is a disadvantage for healthy eating. Are 
there any other disadvantages?” (Interviewer). 
“I think money is the most important factor.” (Low SES woman, 64 years old). 
“That is the most important.” (Low SES woman, 56 years old). 
“You can’t take whatever you want. You have to pay attention to the price. 
With everything. We first had two incomes, but we don’t have my income 
anymore. (…) Then you really need to pay attention to the things you buy.” 
(Low SES woman, 62 years old). 
The high SES groups that discussed the higher cost of healthy foods put this into perspective 
by saying that a healthy diet might be cheaper in the long run, taking into account the total 
lifestyle and the long-term health costs. 
“It is about your lifestyle as a whole and then I think that eating healthily does 
not have to be more expensive.” (High SES man, 60 years old). 
“It could be that it [eating healthily] is even cheaper.” (High SES man, 47 
years old). 
“In the end, I am convinced of that. If you take into account the medical cost 
in the long term, etcetera.” (High SES man, 60 years old). 
Social influences 
All groups indicated that the social environment made it sometimes difficult to eat healthily. 
Enjoying an alcoholic beverage or an unhealthy snack was often associated with sociability. 
At a party or in a social setting, participants sometimes found it difficult to resist unhealthy 
foods. 
“When you are at a reception or whatever – that happens once, twice or three 
times a month or something – then I think: ‘Oh, no’. I find that difficult, when 
you want to eat healthily, but you get stuck in a snack situation.” (High SES 
woman, 53 years old). 
Another reason why it could be difficult for participants to say no was because they did not 
want to disappoint the hostess. 
“Then you do not want to displease someone, or they have bought a lot of 
food. Then you think I will eat a little. That is how it goes.” (Low SES woman, 
44 years old). 
At home also, it sometimes became difficult for participants to eat healthily because family 
members bought unhealthy products or because family members did not want to join them in 
eating healthy alternatives. At the same time, participants could be stimulated by their family 
members to eat healthily by improving their eating behaviour together or by following the 
good example of family members who already ate healthily. 
“When the persons in your surrounding eat more healthily, you are going to 
do that more easily as well. My wife thinks it important to eat healthily, my 
daughter as well. But especially my wife influences me, because she is always 
around. I think your surroundings play a decisive role.” (High SES man, 61 
years old). 
Some participants indicated that they ate more healthily by adapting their own eating pattern 
to the needs or wishes of family members, or that family members adapted their eating 
patterns to what the participants needed. 
“I have to pay attention because of the diabetes as well. So, my husband does 
that automatically as well. He gets the same [food]. I am not going to prepare 
two types of vegetables and two types of potatoes, or whatever. I make all the 
same. But he doesn’t mind.” (Low SES women, 56 years old). 
Social influences were also noticeable in participants’ perceptions regarding physical activity. 
For some participants, physical activity was a social occasion, associated with the opportunity 
to meet new people. Being part of a group made it easier for participants to go to exercise 
sessions, because they felt obligated to go even if they had other things to do or felt no 
motivation at that moment. 
“Then you have that appointment. And then you won’t cancel it that easily. 
Then you really first need to have a good excuse.” (Low SES woman, 49 years 
old). 
Family members, especially the partner and children, could also motivate participants to 
exercise by saying they should be physically active or by joining them. Some participants 
indicated that their family members could also demotivate them, for example by reminding 
them of other things that should be done (first). Such competing activities, like household 
activities or family duties, could inhibit participants from being physically active. 
“You are getting older, you have kids, and you do not have any time anymore 
to exercise because you are busy with the kids and so on.” (Low SES man, 54 
years old). 
Physical condition 
Some participants stated that their physical condition made it difficult or impossible for them 
to be physically active. 
“That your body sometimes can’t do it [being physically active], because of 
certain health complaints.” (High SES woman, 51 years old). 
“When I was 15 [years old], I started working at a building site, so my body is 
just not functioning anymore. It’s finished. Done.” (Low SES man, 62 years 
old). 
However, at the same time, as illustrated in the next section, someone’s physical condition 
could be a motivation to engage in a healthy lifestyle. 
Lifestyle change is prompted by feedback from their body 
Participants relied strongly on the feedback that their own body gave them. Both low and 
high SES groups mentioned the negative health consequences of an unhealthy diet or a lack 
of physical activity. However, more than the high SES participants, the low SES participants 
stated that they first needed to get a signal from their own body before they would change 
their lifestyle. 
“As long as I feel healthy and I don’t suffer from anything, I eat whatever I 
want.” (Low SES man, 58 years old). 
However, some participants mentioned that it might be too late if they were to wait for a 
signal before improving their lifestyle. Like many high SES participants, some low SES 
participants stated that a healthy lifestyle was necessary to prevent overweight and health 
complaints. 
“But it is also for preventive purposes. To prevent all kind of things. When you 
eat fatty, you can get cardiovascular complaints.” (Low SES man, 54 years 
old). 
Several participants mentioned that they had already experienced some health complaints and 
stated that these health complaints were the trigger to change their lifestyle. 
“I have suffered three heart attacks. That’s why I take a little bit of care of 
what I eat.” (Low SES man, 54 years old). 
“I have been in the hospital once, because of a heart attack. And then I have 
been reminded of some things. That is why I have changed my lifestyle.” (High 
SES man, 61 years old). 
Lifestyle change was also prompted by less extreme feedback from participants’ bodies, such 
as a simple change in weight: 
“What I did notice was that I weighed 106 kilograms at a certain point. I 
stood naked on my wife’s weighing scale. One hundred and six kilogrammes 
naked, then I scratched my head and started thinking: ‘how did it happen’? 
So, normally when I came home and was watching TV, then I always ate 
something before I went to bed. And now I consciously stopped doing that and 
I weigh 102 kilograms again.” (Low SES man, 58 years old). 
In the case of lifestyle advice also, several participants from both SES groups believed that 
their own body could tell them what was healthy for them and saw themselves as the most 
reliable source of information. 
“But your body will indicate it, what you can or can’t eat. Because when I eat 
more sauce than normally, I notice it immediately.” (Low SES woman, 62 
years old). 
When participants discussed the possibility of receiving support for lifestyle change from 
health professionals, they indicated once more that it was person-specific support that was 
needed. As illustrated in the next section, participants therefore considered it important for 
health professionals to take a participant’s personal situation into account. 
Support for lifestyle change should include individually tailored advice and 
could profit from involving others 
Participants made suggestions about how they could be supported to make lifestyle changes. 
They required tailored lifestyle advice and discussed the influence of involving significant 
others. In low SES groups in particular, the advantage of making lifestyle changes together 
with comparable others was mentioned. 
Although some participants were keen to receive support for lifestyle change, others 
indicated that they were not interested. Some participants mentioned that they already lived 
healthily and therefore did not need advice. Others indicated that they already knew what was 
healthy or already received enough advice. Some men considered themselves too old to 
receive lifestyle advice. 
“If I was 20, I would say: ‘Yes I do need advice’. But not anymore at this 
time.” (Low SES man, 70 years old). 
Furthermore, as with lifestyle change, participants often felt that there needed to be 
something wrong with their weight or health before they would visit health professionals for 
lifestyle advice. 
“You often just don’t do it without a reason. You don’t just go to someone like 
that [nutritionist], there must be a reason.” (Low SES woman, 44 years old). 
Tailored lifestyle advice 
Those participants who were interested in receiving advice mentioned that it was person-
specific whether something was good for one. Therefore, they would like to receive tailored 
nutrition advice, preferably based on knowledge about how their own body works. Some 
high SES participants suggested that such individually tailored information could be given on 
the basis of the results of health checks. 
“You can give some general advice – like that is good and that is not good – 
but not personal advice. Then you first need at least maybe blood and urine 
tests and whatever more.” (High SES woman, 72 years old). 
In the case of physical activity guidance also, interested participants mentioned that the 
person giving the advice should understand the personal situation and physical condition of 
the participant, so that the advice could be tailored to the individual situation. Some low SES 
participants in addition mentioned that they wanted to get advice specifically for their age. 
“You become older. You become stiffer. Tying your shoelaces, that kind of 
things, all those movements become more difficult. I would like to get more 
specific physical activity advice about that” (Low SES man, 65 years old). 
Making lifestyle changes together 
A change in lifestyle might be more easily accomplished together with others. Support for 
lifestyle change could make use of that by involving significant others. Some low SES 
participants in particular indicated that they would like to receive nutrition advice in a group. 
They explained that, in a group, members could stimulate one another by interchanging ideas 
and experiences and by social control. 
“In a group, you can accomplish more. At least, you will have more 
motivation. If I look into your eyes and I say: ‘I did not eat any potatoes this 
week’, you can’t check it. (…) But he lives next to me, and then he can say ‘I 
have seen you sitting at the table, with potatoes’.” (Low SES man, 58 years 
old). 
In contrast, high SES participants frequently indicated that they preferred to receive nutrition 
advice individually. They found that advice on an individual level could become more 
personally relevant or more specific, whereas on a group level it would often remain very 
general. 
“In a group, you get the more general [information], what you already 
know.” (High SES women, 60 years old). 
With regard to physical activity, participants from both SES groups indicated that they 
preferred to be physically active in a group rather than on their own. Participants found it 
more enjoyable to do physical activities with others. Additionally, being part of a group could 
stimulate them because others in the group would expect them to show up. 
“You don’t cancel it that easily. You made your appointment.” (High SES 
woman, 58 years old). 
The low SES participants in particular mentioned that it would be stimulating to exercise 
together with persons of the same age, gender, physical activity level or health complaints. 
One perceived advantage was that they could exercise on the same intensity level. 
“My daughter regularly exercises a few times a week. But I don’t think I will 
go together with my daughter, because I can’t keep up with her. (…) I can’t 
keep up the pace and then I would think ‘Sorry, I won’t join you’. If you are in 
a group with persons of the same age, then you have about the same tempo. 
(…) I would appreciate that.” (Low SES woman, 64 years old). 
Another advantage with respect to being physically active with comparable others was that 
participants expected to be better understood by other participants. 
“When you’re going to exercise with persons with the same illness, it is easier. 
(…) If you say that you have to take a break, you feel less awkward.” (Low 
SES woman, 56 years old). 
The support of similar peer groups could apparently help to create a safe and accessible 
setting for facilitating lifestyle change among these low SES participants. 
Discussion 
This study addressed perceptions of low and high SES groups regarding healthy eating, 
physical activity and lifestyle advice and provided insight into the variety of perceptions – 
which exist either in general or more specifically among low SES groups – that should be 
taken into account when a lifestyle intervention is being adapted for individuals with low 
SES. The results showed three striking aspects regarding current lifestyle, lifestyle change 
and support for lifestyle change. In general, participants described their current lifestyle – 
healthy or not – as logical for them given their personal situation in terms of their available 
time and energy, habits, social influences and physical condition. In order to change their 
lifestyle, participants first had to be prompted by feedback given by their own body. With 
regard to supporting this lifestyle change, participants indicated that it was important to tailor 
lifestyle advice towards their personal situation. The perceptions of the low SES participants 
were in general quite comparable to the perceptions shared by the high SES participants. 
However, some perceptions were especially shared among the low SES groups. Low SES 
participants indicated that their current eating behaviour was sometimes affected by cost 
concerns. They seemed to be especially motivated to change their lifestyle when they 
experienced health complaints, but were rather hesitant to change their lifestyle for 
preventive purposes. Furthermore, they preferred to receive lifestyle advice in groups and to 
be physically active in a group of persons of the same gender, age or physical condition. 
The low SES groups in this study seemed to be more affected by cost in their current lifestyle 
than the high SES groups. Financial cost was more often mentioned by the low SES groups 
and more intensively mentioned as making a real difference in their food choices. When high 
SES participants brought up the topic of cost, they put it more into perspective, for example 
by mentioning that cost concerns could be an issue for other persons. Financial cost is a 
recurring theme in research among low SES groups. Cost is often cited as an influence or 
barrier in food choices among low SES groups [32-35]. For physical activity however, cost 
concerns were hardly mentioned as a barrier by our groups. This is in accordance with 
another qualitative study, which showed that financial cost was not perceived as a key barrier 
for physical activity in any of their SES groups [28]. Some other studies, however, did show 
that financial cost could be a barrier to starting or continuing physical activity among 
individuals with low SES [36,37]. More generally, losing weight is more often experienced as 
expensive by less educated persons compared to more highly educated persons [38]. 
Apparently, cost could be an issue for individuals with low SES with respect to lifestyle 
(change), and therefore participants’ possible cost concerns should be taken into account in 
lifestyle interventions. 
The observation that our low SES participants were mostly not prevention oriented is in line 
with other studies that observed that individuals with lower SES are less likely to think about 
ways to stay healthy [39], are less likely to control their weight [38] and health status [40] 
and are in general less interested in screening activities [41-43]. Our participants indicated 
that they expected their body to warn them when something was wrong with their health. 
Several participants mentioned that they had already experienced health complaints and cited 
their health complaints as the trigger to engage in healthy behaviour. Likewise, Van der 
Waerden and colleagues observed that an increased severity of complaints is associated with 
a greater willingness to participate in, and keep following, prevention programmes [44]. 
Apparently, some persons first have to experience health complaints or changes in their 
physical condition before they become motivated to change their behaviour. Therefore, it can 
be a challenge to motivate these persons to participate in preventive activities. A possible 
solution could be to use individuals’ own physical condition (like being overweight or having 
high cholesterol) or the signs that their own body gives as the trigger to make individuals 
aware of their own current health status and the possible benefits of lifestyle change. 
To support this lifestyle change, lifestyle interventions for low SES persons could profit from 
the supportive effect of (peer) groups. Low SES participants in particular preferred dietary 
advice and physical activities together with others. Involving friends, families and peers in 
order to create social support is a strategy that is often suggested in order to promote healthy 
lifestyles among low SES groups [37,45,46]. A review of lifestyle interventions stimulating 
physical activity among women with low SES showed that lifestyle interventions with a 
group component were more effective [20]. Being part of a group can help to make these 
persons feel more accountable and therefore more motivated [47]. Our low SES participants 
especially preferred to be physically active together with persons of the same age, gender or 
health complaints. This finding may be bound up with the on-average higher age and BMI of 
our low SES participants compared to our high SES participants. However, that seems rather 
a speculative statement given that none of our high SES participants – of whom some were 
also relatively older and overweight – expressed this preference. Another study among 
women in deprived neighbourhoods also observed that being physically active together with 
participants with similar health conditions could be encouraging [36]. Lifestyle change is 
easier to accomplish together with (the social support of) others, and including a group 
component in lifestyle interventions might be extremely important for targeting low SES 
individuals. 
Some methodological choices should be taken into consideration in relation to interpreting 
the results. Although the focus group interviews gave rich and detailed data on the variety of 
perceptions that may exist among groups with different socioeconomic status, this method is 
not suitable for arriving at firm conclusions about actual differences between socioeconomic 
groups. In general, the study does give us a better understanding of the variety of perceptions 
that exists among groups with different socioeconomic status, which – regardless of whether 
these perceptions are more common among individuals with either low or high SES – should 
be considered in developing a lifestyle intervention. Moreover, we observed some 
perspectives that were exclusively shared by our low SES participants and supported by the 
existing literature; this finding may further help to make a lifestyle intervention more 
appealing and accessible to individuals with low SES. 
In this research, participants were recruited via pre-existing groups. Participants were already 
acting in a social group, and therefore it could be that our groups were more focused on social 
support and group activities. Individuals that are not acting in a social group might have other 
perceptions regarding lifestyle advice in groups. However, the fact that our participants were 
acting in a social group would not completely explain why our low SES participants preferred 
lifestyle advice and physical activities in groups, whereas our high SES groups – also pre-
existing groups – were less willing to receive nutrition advice in groups. Likewise, another 
study demonstrated with the help of survey research and individual interviews that being 
physically active together with others is an enabler or pre-requisite for individuals with low 
SES to participate in physical activities [37]. 
Our study gives valuable information on how individuals in the target group find that a 
healthy lifestyle fits into their life; what motivates them to participate in lifestyle change; and 
how this change can be facilitated, according to them. As already mentioned, these 
perceptions of the target group can differ from the perceptions of health professionals. 
Therefore, it is interesting to get insight into how the ideas of the target group match with the 
experiences of health professionals and whether participants’ suggestions for supporting 
lifestyle change actually suit the practicalities. A next step is to study how the revealed 
insights for adapting lifestyle interventions aimed at individuals with low SES can be realised 
in a real-life situation. 
Conclusions 
This study gave important insights into perceptions relating to healthy eating, physical 
activity and lifestyle advice of individuals with different socioeconomic positions, and 
reveals some promising opportunities to adapt lifestyle interventions especially for 
individuals with low SES. To motivate individuals with low SES to participate in a lifestyle 
intervention, it may be useful to visualise their own physical condition (like being overweight 
or having high cholesterol) to raise their awareness about their health status and consequently 
to trigger interest in lifestyle change. Lifestyle interventions targeting individuals with low 
SES should take possible cost concerns into account and should harness the supportive effect 
of peer groups. 
Competing interests 
The authors declare that they have no competing interests. 
Authors’ contributions 
AJB and DT contributed to the design of the study, data collection, data analyses and writing 
the manuscript. The first draft of the manuscript was written by AJB. RJR and AM helped to 
design the study, interpret the results and revise the manuscript. EF and MAvB were involved 
in reviewing and improving the manuscript. All authors read and approved the final 
manuscript. 
Acknowledgements 
We thank the participants of our focus group interviews for sharing their thoughts and 
experiences. We thank LekkerLangLeven (cooperation between the Dutch Diabetes Research 
Foundation, the Dutch Kidney Foundation and the Netherlands Heart Foundation) for 
supporting this research. 
References 
1. Mackenbach JP, Stirbu I, Roskam AJR, Schaap MM, Menvielle G, Leinsalu M, Kunst AE: 
Socioeconomic inequalities in health in 22 European countries. N Engl J Med 2008, 
358:2468–2481. 
2. Stringhini S, Sabia S, Shipley M, Brunner E, Nabi H, Kivimaki M, Singh-Manoux A: 
Association of socioeconomic position with health behaviors and mortality. J Am Med 
Assoc 2010, 303:1159–1166. 
3. Darmon N, Drewnowski A: Does social class predict diet quality? Am J Clin Nutr 2008, 
87:1107–1117. 
4. Lallukka T, Laaksonen M, Rahkonen O, Roos E, Lahelma E: Multiple socio-economic 
circumstances and healthy food habits. Eur J Clin Nutr 2007, 61:701–710. 
5. Gidlow C, Johnston LH, Crone D, Ellis N, James D: A systematic review of the 
relationship between socio-economic position and physical activity. Health Educ J 2006, 
65:338–367. 
6. Beenackers MA, Kamphuis CBM, Giskes K, Brug J, Kunst AE, Burdorf A, van Lenthe FJ: 
Socioeconomic inequalities in occupational, leisure-time, and transport related physical 
activity among European adults: a systematic review. Int J Behav Nutr Phys Act 2012, 
9:116. 
7. Demarest S, Van Oyen H, Roskam AJ, Cox B, Regidor E, Mackenbach JP, Kunst AE: 
Educational inequalities in leisure-time physical activity in 15 European countries. Eur J 
Public Health 2014, 24:199–204. 
8. Lindström J, Ilanne-Parikka P, Peltonen M, Aunola S, Eriksson JG, Hemiö K, Hämäläinen 
H, Härkönen P, Keinänen-Kiukaanniemi S, Laakso M, Louheranta A, Mannelin M, Paturi M, 
Sundvall J, Valle TT, Uusitupa M, Tuomilehto J: Sustained reduction in the incidence of 
type 2 diabetes by lifestyle intervention: follow-up of the Finnish diabetes prevention 
study. Lancet 2006, 368:1673–1679. 
9. Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker EA, Nathan 
DM: Reduction in the incidence of type 2 diabetes with lifestyle intervention or 
metformin. N Engl J Med 2002, 346:393–403. 
10. Orchard TJ, Temprosa M, Goldberg R, Haffner S, Ratner R, Marcovina S, Fowler S: The 
effect of metformin and intensive lifestyle intervention on the metabolic syndrome: the 
Diabetes Prevention Program randomized trial. Ann Intern Med 2005, 142:611–619. 
11. Roumen C, Feskens EJM, Corpeleijn E, Mensink M, Saris WHM, Blaak EE: Predictors 
of lifestyle intervention outcome and dropout: the SLIM study. Eur J Clin Nutr 2011, 
65:1141–1147. 
12. Salmela SM, Vähäsarja KA, Villberg JJ, Vanhala MJ, Saaristo TE, Lindström J, Oksa 
HH, Korpi-Hyövälti EA, Moilanen L, Keinänen-Kiukaanniemi S, Poskiparta ME: Perceiving 
need for lifestyle counselling: findings from Finnish individuals at high risk of type 2 
diabetes. Diabetes Care 2012, 35:239–241. 
13. Lakerveld J, IJzelenberg W, van Tulder MW, Hellemans IM, Rauwerda JA, van Rossum 
AC, Seidell JC: Motives for (not) participating in a lifestyle intervention trial. BMC Med 
Res Methodol 2008, 8:17. 
14. Chinn DJ, White M, Howel D, Harland JOE, Drinkwater CK: Factors associated with 
non-participation in a physical activity promotion trial. Public Health 2006, 120:309–
319. 
15. Moroshko I, Brennan L, O’Brien P: Predictors of dropout in weight loss interventions: 
a systematic review of the literature. Obes Rev 2011, 12:912–934. 
16. Noar SM, Benac CN, Harris MS: Does tailoring matter? Meta-analytic review of 
tailored print health behavior change interventions. Psychol Bull 2007, 133:673–693. 
17. Hawkins RP, Kreuter M, Resnicow K, Fishbein M, Dijkstra A: Understanding tailoring 
in communicating about health. Health Educ Res 2008, 23:454–466. 
18. Rimer BK, Kreuter MW: Advancing tailored health communication: a persuasion and 
message effects perspective. J Commun 2006, 56:S184–S201. 
19. Kreuter MW, Wray RJ: Tailored and targeted health communication: strategies for 
enhancing information relevance. Am J Health Behav 2003, 27:S227–S232. 
20. Cleland V, Granados A, Crawford D, Winzenberg T, Ball K: Effectiveness of 
interventions to promote physical activity among socioeconomically disadvantaged 
women: a systematic review and meta-analysis. Obes Rev 2012, 14:197–212. 
21. Coveney J: A qualitative study exploring socio-economic differences in parental lay 
knowledge of food and health: implications for public health nutrition. Public Health 
Nutr 2005, 8:290–297. 
22. Heikkinen H, Patja K, Jallinoja P: Smokers’ accounts on the health risks of smoking: 
why is smoking not dangerous for me? Soc Sci Med 2010, 71:877–883. 
23. Bisogni CA, Jastran M, Seligson M, Thompson A: How people interpret healthy 
eating: contributions of qualitative research. J Nutr Educ Behav 2012, 44:282–301. 
24. Bouwman LI, te Molder H, Koelen MM, van Woerkum CMJ: I eat healthfully but I am 
not a freak. Consumers’ everyday life perspective on healthful eating. Appetite 2009, 
53:390–398. 
25. Nöhammer E, Stummer H, Schusterschitz C: Employee perceived barriers to 
participation in worksite health promotion. J Public Health 2014, 22:23–31. 
26. Ballering C, Schreurs H, Renders C, Kooiker S, van Ameijden E: Een inkijk in verhalen 
achter leefstijlgewoontes [A glimpse of stories behind lifestyle habits. In Dutch]. 
Tijdschrift voor Gezondheidswetenschappen 2013, 91:263–269. 
27. van Dillen SME, Hiddink GJ, Koelen MA, de Graaf C, van Woerkum CMJ: Perceived 
relevance and information needs regarding food topics and preferred information 
sources among Dutch adults: results of a quantitative consumer study. Eur J Clin Nutr 
2004, 58:1306–1313. 
28. Ball K, Salmon J, Giles-Corti B, Crawford D: How can socio-economic differences in 
physical activity among women be explained? A qualitative study. Women Health 2006, 
43:93–113. 
29. Morgan DL: Focus groups. Annu Rev Sociol 1996, 22:129–152. 
30. Dickson D: The focus group approach. In Handbook of communication audits for 
organizations. Edited by Hargie O, Tourish D. London: Routledge; 2000:85–103. 
31. Fishbein M, Triandis HC, Kanfer FH, Becker M, Middlestadt SE, Eichler A: Factors 
influencing behavior and behavior change. In Handbook of health psychology. Edited by 
Baum A, Revenson TA, Singer JE. Mahwah, NJ: Lawrence Erlbaum Associates; 2001:3–17. 
32. Waterlander WE, de Mul A, Schuit AJ, Seidell JC, Steenhuis IHM: Perceptions on the 
use of pricing strategies to stimulate healthy eating among residents of deprived 
neighbourhoods: a focus group study. Int J Behav Nutr Phys Act 2010, 7:44. 
33. Konttinen H, Sarlio-Lähteenkorva S, Silventoinen K, Männistö S, Haukkala A: Socio-
economic disparities in the consumption of vegetables, fruit and energy-dense foods: the 
role of motive priorities. Public Health Nutr 2013, 16:873–882. 
34. Kamphuis CBM, van Lenthe FJ, Giskes K, Brug J, Mackenbach JP: Perceived 
environmental determinants of physical activity and fruit and vegetable consumption 
among high and low socioeconomic groups in the Netherlands. Health Place 2007, 
13:493–503. 
35. Inglis V, Ball K, Crawford D: Why do women of low socioeconomic status have 
poorer dietary behaviours than women of higher socioeconomic status? A qualitative 
exploration. Appetite 2005, 45:334–343. 
36. Schmidt M, Absalah S, Nierkens V, Stronks K: Which factors engage women in 
deprived neighbourhoods to participate in exercise referral schemes? BMC Public 
Health 2008, 8:371. 
37. Withall J, Jago R, Fox KR: Why some do but most don’t. Barriers and enablers to 
engaging low-income groups in physical activity programmes: a mixed methods study. 
BMC Public Health 2011, 11:507. 
38. Siu J, Giskes K, Turrell G: Socio-economic differences in weight-control behaviours 
and barriers to weight control. Public Health Nutr 2011, 14:1768–1778. 
39. Wardle J, Steptoe A: Socioeconomic differences in attitudes and beliefs about healthy 
lifestyles. J Epidemiol Community Health 2003, 57:440–443. 
40. Damiani G, Federico B, Bianchi CBNA, Ronconi A, Basso D, Fiorenza S, Sassi F: Socio-
economic status and prevention of cardiovascular disease in Italy: evidence from a 
national health survey. Eur J Public Health 2011, 21:591–596. 
41. Sambamoorthi U, McAlpine DD: Racial, ethnic, socioeconomic, and access disparities 
in the use of preventive services among women. Prev Med 2003, 37:475–484. 
42. McCaffery K, Wardle J, Nadel M, Atkin W: Socioeconomic variation in participation 
in colorectal cancer screening. J Med Screen 2002, 9:104–108. 
43. Orton E, Forbes-Haley A, Tunbridge L, Cohen S: Equity of uptake of a diabetic 
retinopathy screening programme in a geographically and socio-economically diverse 
population. Public Health 2013, 127:814–821. 
44. van der Waerden JEB, Hoefnagels C, Jansen MWJ, Hosman CMH: Exploring 
recruitment, willingness to participate, and retention of low-SES women in stress and 
depression prevention. BMC Public Health 2010, 10:588. 
45. Ball K, Crawford D, Mishra G: Socio-economic inequalities in women’s fruit and 
vegetable intakes: a multilevel study of individual, social and environmental mediators. 
Public Health Nutr 2006, 9:623–630. 
46. Wiig Dammann K, Smith C: Factors affecting low-income women’s food choices and 
the perceived impact of dietary intake and socioeconomic status on their health and 
weight. J Nutr Educ Behav 2009, 41:242–253. 
47. Cleland V, Ball K: What might work? Exploring the perceived feasibility of 
strategies to promote physical activity among women living in socioeconomically 
disadvantaged neighbourhoods. Health Educ Res 2013, 28:205–219. 
  
Additional file 
Additional_file_1 as DOCX 
Additional file 1 Interview questions. 
Figure 1
Additional files provided with this submission:
Additional file 1: 1349640529133912_add1.docx, 31K
http://www.biomedcentral.com/imedia/1868645911144839/supp1.docx
